
A.2.61 (c) 

 

May  2012 

PHYSICAL EXAM 

To be completed by Nurse/Provider 

 

Ht: Wt: Pulse: BP: 

 

 
Name:________________________________________________   DOB:_______________________________________ 

 

Vision 

 

With correction: Glasses Contacts Right: 20/ Left: 20/ Color Perception 

Without correction:   Right: 20/ Left: 20/  

 

 
PPD                                     Date: _____________   Result:  Negative ________      Positive ________mm 

Chest X-ray                         Date: _____________   Result _________________ 

(if PPD ever Positive) 
 

LAB WORK:                     Urine Drug Screen  Negative__________    Positive ____________ 

                                            ______________________________________________________ 

                                            ______________________________________________________ 

 

 

___ No Examination Required 

                                                 BODY  PARTS/SYSTEM EXAMINED with results as indicated: 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

Assessment/Plan 

 

 Medically cleared without restrictions 

 Medical clearance denied  pending further evaluation:  (Explain)  

 

 

 

 

 

 

 

 

 

 

 

Provider Signature: 

  

Date: 

 

 

 


